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Diversity in membership and leadership positions
in a regional vascular society
Bhagwan Satiani, MD, MBA, Patrick S. Vaccaro, MD, and Michael R. Go, MD, Columbus, Ohio
Purpose: To determine diversity in the membership and analyze representation of private practitioners and ethnic and
racial minorities/women in senior leadership roles in a regional vascular society.
Methods: The program book distributed at the 2008 annual meeting was used to compile information on membership
categories, academic status, gender, and ethnic origin of members. Excluded from further analysis were all but active and
senior members (n  386). Officers for President and current President-Elect (P, n  31), Secretary (S, n  10),
Treasurer (T, n  11), and Councilor (C, n  33) over a 30-year period were scrutinized for similar information.
Members were considered to be “academic” if they worked full time at an academic medical center or as faculty at a
teaching hospital with a vascular fellowship and national recognition. Private practice (PP) or academic practice (AP) was
determined by personal knowledge, mailing address, e-mail address, and search engines. Ethnic and racial origin was
determined by name, personal knowledge, or a web search.
Results: Of the 386 active and senior members in the society, 86% were white, 13.7% were of various ethnic/racial
groups, and 5.7% were women. Sixty-eight percent of members were in PP. Female members were more likely to be
in AP compared with male members (68.1% vs 29.6%, P <.0002). White males made up 89.4% of all officers and
94.2% of all senior positions over the 30 years of the society. Seventy officer positions were occupied by those in AP
(82.3%) vs 15 positions (18%) for the PP group. For the senior positions, 92.3% were from the AP group compared
with the 8% from the PP group. (P < .0036) White male academics (WMAs) (23.7% of membership) occupied 86%
of all senior leadership and 57% of C positions compared with 13% and 42%, respectively, for the rest of the
membership (P < .0041). Of the 33 C positions, 66.6% were filled by members in AP. Of these 22 AP Councilors,
11 (50%) then moved up to senior leadership positions compared with two of 11 (18%) PP councilors (P  .07).
Conclusions: Ethnic and racial minorities and women are under represented in the membership compared with the
general population, medical school graduates, and faculty. PPs and non-white male academics are under represented
in senior leadership positions. With changing demographics, a predicted shortage of vascular surgeons, the need for
role models in leadership positions and a push to culturally competent care, regional and national societies must
change course and promote a more diverse membership and representative senior leadership. ( J Vasc Surg 2010;51:
47S-52S.)“Cultural competence” has emerged as a metric to
evaluate and address disparities in quality of health care
among diverse ethnic and racial populations in the United
States. The 2002 publication of the Institute of Medicine’s
Unequal Treatment: Confronting Racial and Ethnic Dis-
parities in Health Care brought the attention of the lay
public to the finding that minorities may receive lower
quality health care and have worse health care outcomes.1
Given that the US Census Bureau predicts that by 2050
non-Hispanic White Americans will be outnumbered by
racial minorities, achieving cultural competence is an im-
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The Institute of Medicine and other groups in the
United States have identified a lack of diversity in the health
care workforce as a major obstacle in the achievement of
cultural competence.3
It has been theorized that increasing diversity in health
care leadership may be an effective method of attracting
minorities into the health care workforce and a key compo-
nent of achieving cultural competence.4 A corollary to
increased diversity in health care workers is health care
leadership that truly reflects its’ constituency. Regional
vascular societies offer academic and private practice vascu-
lar surgeons the opportunity to advance the “science and
art of vascular diseases” as well as maintain “high standards
in the performance of open and endovascular interven-
tions.”5 These societies also serve as “feeders” into the
national organization. The Society for Vascular Surgery
offers its members opportunities for professional growth
and advancement. It is important that the society’s mem-
bership represents the general population with vascular
diseases it serves and that all members have an equal oppor-
tunity to participate in the affairs of the organization. We,
therefore, sought to determine the diversity in the mem-
bership of a regional vascular society and analyze representa-
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minorities/women in senior leadership roles.
MATERIAL AND METHODS
The program book distributed prior to the annual
meeting of the Midwestern Vascular Surgical Society
(MWVSS) in 2008 was used to compile information on
membership categories, academic status, gender, and eth-
nic/racial origin of members. Members listed as associate
(13), candidate (70), honorary (2), and new members
elected in 2007 but not yet inducted into the society were
excluded leaving 101 senior and 285 active members for
further analysis. Those members in the active and senior
category living or practicing outside the geographical area
encompassed by the society were included in the analysis.
Academic practice (AP) was defined as being in a full-time
academic position in an academic medical center or as
faculty at a teaching hospital with a vascular fellowship and
national recognition. Members in part-time teaching posi-
tions were included in the private practice (PP) category.
Academic status of members was determined by a combi-
nation of personal knowledge about their current location,
mailing address, electronic mailing address, selected inquir-
ies of other members in the society, or search engines on
the Internet. Ethnic/racial origin and gender were deter-
mined by personal knowledge, information seeking calls to
members, and name or search engines on the Internet.
Office holders for positions of President including the
current President-Elect (P, n 31), Secretary (S, n 10),
Treasurer (T, n  11), and Councilor (C, n  33) over a
30-year period were compiled from the program book.
Statistical methods used to determine differences in the
gender of members who were in AP vs PP or ethnic/racial
groups promoted from the C positions to those in “senior
leadership” (P, S, and T) included the Fisher exact test and
two-sided 2 analysis. (GraphPad InStat, La Jolla, Calif).
RESULTS
Ethnic/racial/gender composition of the member-
ship. The total membership consisted of 94.3% males and
5.74% females. Of the 386 active and senior members in the
society, 333 (86.2%) were white and 53 (13.7%) were of
various ethnic/racial groups (Fig 1). Fifty percent (26) of
the latter was of Asian/Pacific Islander background, 14
were of Middle Eastern origin, 6 were Hispanic/Latino,
and 4 were African Americans.
Academic composition of the membership. Of the
386 active and senior members, 123 (31.87%) were in AP
and 263 (68.13%) in PP (Table I). Members of ethnic/
racial minority groups were just as likely to be in AP as
members who were white (P n.s.) Female members were
more likely to be in AP compared with male members
(68.1% vs 29.6%, P .0002) (Table I). White females were
also more likely to be in AP compared with white males
(58.2% vs 28.8%, P  .0084) (Table I).
Leadership positions and ethnic/racial/gender
status. White males made up 89.4% of all officers and
94.2% of all senior positions over the 30 years of the society.All ethnic minorities and women combined, were nomi-
nated and elected for 10.5% of all positions and 5.7% of
senior officer positions. (P  0.069) (Table II) (Fig 2).
Leadership positions and academic status of officers.
Fig 1. Ethnic/racial/gender composition of membership.
Table I. Academic status of members
# AP PP AP % P value
Active/senior members 386 123 263 31.87%
Ethnic/racial minorities 53 22 31 41.51% n.s.
White 333 101 232 30.33%
White males 316 91 225 28.80%
.0084White females 17 10 7 58.82%
Females 22 15 7 68.18%
.0002Males 364 108 256 29.67%
Asians members 29 17 12 58.62%
.0029Non-Asian members 357 106 251 29.69%
AP, Academic practice; PP, private practice.
Statistical significance by Fisher exact test, two-sided P value.
Table II. Officers of the society by ethnic/racial/gender
background
Officers #
White
male %
Ethnic
minorities/
women %
Councilors 33 27 81.82% 6 18.18%
Treasurer 11 11 100.00% 0 0.00%
Secretary 10 9 90.00% 1 10.00%
President and
President-Elect 31 29 93.55% 2 6.45%
Total officers 85 76 89.41% 9 10.59%
Total senior officers 52 49 94.23% 3 5.77%Over a 30-year period, there were a total of 85 officers and
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Seventy officer positions were occupied by those in AP
(82.3%) vs 15 positions (18%) for the PP group. For the
senior positions, 92.3% were from the AP group compared
with the 8% from the PP group. (P .0036) (Table III).
White male academics (WMA, n 91) made up 23.7%
of the current membership. Over the 30-year year period,
WMAs held 86% of all senior leadership and 57% of C
positions compared with 13% and 42%, respectively, for the
rest of the membership (P value .0041, odds ratio 0.2111,
95% confidence interval 0.07357 to 0.6058) (Fig 3).
Advancement from Councilor to senior leadership
positions. Over a 30-year period, 22 (66.6%) of the 33 C
positions were filled by members in AP. Of these 22 AP
Councilors, 11 (50%) then moved up to senior leadership
positions compared with two of 11 (18%) PP councilors
(P .07). Four of the 11 AP councilors who did not move
up to senior positions relocated out of the geographical
area covered by the society and thee are very recent ap-
pointments. Of the 27 white males (WM) the C position,
13 (48%) moved to senior leadership positions compared
with one of six non-WMs in the C position (P  n.s.).
DISCUSSION
Considerable efforts have been made to measure and
increase diversity in the health care workforce, but most of
the attention has been directed toward studying ethnic and
Fig 2. Leadership positions by ethnic/racial minorities/gender
status.
Table III. Officers of the society by type of practice
Officers #
Academic
practice %
Private
practice %
Councilors 33 22 66.67% 11 33%
Treasurer 11 11 100.00% 0 0%
Secretary 10 9 90.00% 1 10%
President and
President-Elect 31 28 90.32% 3 10%
Total officers 85 70 82.35% 15 18%
Total senior officers 52 48 92.31% 4 8%
Two-sided P value is .0036 by Fisher exact test for the difference between
those in academic and private practice holding senior positions vs the
Councilor position.racial minorities among medical school matriculants or inprimary care specialties.6,7 While increased emphasis on
cultural competence has resulted in some progress toward a
more representative and diverse medical student, resident,
and medical school faculty population, similar effects have
yet to be realized in most surgical specialties including
vascular surgery (VS). In addition, there are almost no
studies of professional surgical societies looking at diversity
of membership and representation of ethnic/racial minor-
ities and women in senior leadership roles. Our study
indicates that these diverse groups are under represented in
the membership of a regional vascular society. Further-
more, large segments of the membership such as private
practitioners (PP) and ethnic/racial minorities and women
are inadequately represented in senior leadership positions
within the Midwestern Vascular Surgical Society (MWVSS).
Although, we are not aware of studies analyzing other profes-
sional surgical associations, our impression is that the mem-
bership and leadership profile of the MWVSS is fairly typical of
other similar organizations.
Despite mounting evidence that ethnic and racial diver-
sity in health care workers promotes minority health care,
the VS subspecialty remains a largely homogenous work-
force. While efforts to increase diversity in the health care
workforce in general have resulted in increases in minority
medical school matriculants, primary care and surgery res-
idents, and medical school faculty, this effect has yet to
trickle down to our surgical subspecialty. The US Census
figures indicate that over 50% of the population is female.8
Furthermore, 49% of medical school applicants,7 50% of
medical school matriculants,9 27.7% of US physician’s,10
and 33.5% of medical school faculty in the United States are
women.7 Yet, only 16% of applicants for vascular fellow-
ships are women11 and only 5.7% of the MWVSS member-
ship is female. Some surgical specialties have made strong
efforts to recruit women. General surgery reports an im-
provement with a 13.4% share of female residents12 and a
22% increase in the number of female physicians between
1996 and 2002.13 It is clear that women are under repre-
sented in most surgical specialties, surgical faculty and, as
shown in this study, also in leadership roles within profes-
Fig 3. Leadership positions by ethnic/racial/gender status.sional societies.14 What is not a mystery are the factors that
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choosing a career in specialties such as VS. A common
theme is the lack of role models, paucity of mentors, and a
life style that is not seen as conducive to a satisfying family
life. We believe that the primary issue of addressing life style
with emphasis on mentoring and fostering professional
growth will lead to strong female role models.14,15 Once a
critical mass is reached (about 15% female representation),
there is good evidence to suggest that there will be accel-
eration in the dynamics of change that will improve the
proportion of women in vascular surgery.16 For multiple
reasons, including family obligations, female physicians
work about 7.4 patient care hours (19%) a week less than
their male counterparts and 80% are retired by age 65
compared with only 60% of male physicians.17,18 Our spe-
cialty has to adopt recruiting efforts to suit women who are
primary care givers for their children and considering VS as
a career. For instance, academic and private hospitals and
practices could offer part-time job sharing positions not
only to female VS but also to older male physicians. There
has been a 50% increase in part-time physicians (0.5 to 0.99
full-time equivalent) between 2005 and 2006 mostly due
to females and senior physicians.19 Hybrid and part-time
positions for academic faculty will probably be necessary
given the recent predictions of shortages of VS.20
As far as ethnic/racial minorities are concerned, the
MWVSS similarly lags behind the proportion of this group
within the general population. As a comparison, African
Americans constitute about 13% of the US population,
7.4% of medical school applicants, 7.2% of medical school
graduates, 3.5% of practicing physicians in the United
States, 3% of medical school faculty but only 1% of mem-
bership of the MWVSS.8-11 All ethnic minorities constitute
6.26% of the MWVSS membership due largely to the 7.5%
and 3.5% share of Asian Americans and other ethnic/racial
groups, respectively. The goal of recruiting more African
Americans into vascular surgery is achievable. Other sub-
specialties such as neurosurgery and orthopedics have made
successful efforts to recruit African Americans.21 Efforts to
recruit more Hispanics into the society are also needed.
This group is the fastest growing minority and is projected
to increase from the current 15% of population to 23% by
2030 and yet, only makes up 1.5% of membership.2,8
Why should diversity matter in a professional organiza-
tion? The US Census bureau has projected that by 2050
less than 53% of the population will be non-Hispanic white,
23% Hispanic origin, 16% African-American, and 10%
Asian and other groups.22 An increasingly heterogeneous
patient base with different values, belief in healing and
alternative views on wellness will necessarily require physi-
cians of a multicultural background.23 Minorities and
women continue to consist of the highest percentage of
new workers into the health care workforce as white baby
boomers retire. It follows that the patient, the treating
physician and other caregivers will represent this shift.
Regardless of the reasons for female and minority under
representation in the MWVSS, promotion of diversity and
fair representation in the leadership of vascular surgery hasbeen identified as a key to achieving cultural competence in
our workforce by the Institute of Medicine as well as leaders
in our own field. At the 2008 Society for Vascular Surgery
Annual Meeting, then President-Elect Dr Patrick Clagett
identified cultural competence as the major issue facing
vascular surgery today in the Crawford Critical Issues
Forum. Reasons that progress toward cultural competence
is slower in surgical subspecialties such as vascular surgery
are many and complex. It has been theorized by some that
selection criteria for admission to surgical subspecialty res-
idencies may be inherently biased against certain minority
applicants. United States Medical Licensing Examination
(USMLE) scores, for example, have been documented by the
National Board of Medical Examiners (NBME) to be lower
overall for women, African Americans, and Hispanics com-
pared with the overall test-taking population.21 Andriole et al
postulate that perhaps success in achieving representative di-
versity in the medical school population and in primary care
residencies is related to less reliance on this test as a critical
admission criterion, in contrast to surgical subspecialty resi-
dencies, many of which rely heavily on this metric.21
Etzkowitz et al theorize that a “critical mass” minority popu-
lation is needed in many scientific fields traditionally devoid of
diversity to promote recruitment and retainment of minorities
in proportion to the general population.16 It is likely that at
this point in time, a critical mass for cultural competence has
been attained in medical schools, primary care specialties, and
other larger groups in the health care workforce, but that
smaller groups including the VS leadership have yet to reach
this threshold. Our findings should not be taken to mean that
the lack of diversity in membership or leadership positions
necessarily implies a conscious or planned strategy to exclude
diverse members. Rather than a “glass ceiling”, which implies
an active effort to exclude women and minorities, our findings
are consistent with Blakemore’s postulate of “cumulative dis-
advantages.”24 Furthermore, in the extensive literature on
diversity there is fairly consistent agreement that individuals
prefer to interact with members who are of their own kind.
Similar attraction25 and self-categorization theories26 suggest
that people are more likely to associate themselves with people
of similar demographic characteristics including age, race, and
gender. Self-formed groups such as professional societies,
particularly work groups, tend to organize themselves along
homogenous lines. On the other hand, randomly formed
groups generally exhibit more diversity. Intuitively, one may
assume that groups such as ours prefer to organize along
homogenous lines with similar race, age, gender, and ethnic
backgrounds to avoid the negative aspects of diversity such as
problems communicating with each other and potentially
leading to a dysfunctional organization.27 This has a profound
impact on selection of leadership positions for example. Mem-
bers of this informal network or group are often the first to
find out about a leadership opportunity within the society
such as representation on a committee or task force. Those “in
the know” may overwhelmingly utilize resources within the
organization. Then, the question remains: how does the
MWVSS alter this fundamental pull that is human nature? No
one is suggesting quotas but the overall “culture” of the
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recruiting members with varying skills from predesignated
groups within the organization and reward all attempts at
promoting them to leadership roles within the society as well
as proposing them for task forces/committees at the national
level.
It is clear that those pursuing leadership positions in
our subspecialty society are in some part self-selected. Suc-
cess in this arena demands character traits that are clearly
not universal, or even common, as well as lifestyle choices
that may deter many. It may be that in the past, these
character traits and lifestyle choices were more common in
one group than another, promoting this self-selection.
Academic physicians have strengths related to research,
grant writing, commitment to teaching, and critical think-
ing relevant to publications and presentations. In the past,
they have generally been compensated less than their PP
colleagues and therefore may have felt entitled to other
rewards such as leadership positions within professional
societies. The lines between academia and PP have blurred
with more PPs committed to teaching and scholarly activ-
ities and compensation differences between the two groups
having declined.28 PP constitute the majority (68%) of the
general membership within the MWVSS. PPs bring unique
and assorted strengths to the organization and if given a
larger role in leadership may bring many more practicing
vascular surgeon nonmembers into the fold and increase
the financial clout and political voice of the organization.
It is also clear that the dearth of women and ethnic/
racial minorities in leadership is not restricted to a profes-
sional medical society. In 2002, 62% of white men held
senior level health care management positions compared
with 44% of African-American, 47% of Hispanic, and 34%
of Asian men.29 The disparity among women was even
larger. A possible explanation often cited is that white men
in health care management may have been older or more
experienced, but we do not have the data in our study to
confirm or refute that possibility. Our data show that while
PP constitutes over two-thirds of the membership of the
society, AP members fill the majority of senior leadership
positions. There is also discrepancy between progression of
individuals in junior leadership positions to senior leader-
ship positions between PP and AP members. While to a
certain degree this discrepancy is related to self-selection
based on differing goals, commitments, and responsibilities
between PP and AP surgeons, its existence is self-propagating
and risks marginalization of the largest group in our soci-
ety’s constituency. Anecdotally, a common reason given for
not having PP participate in leadership roles is the lack of
time they have compared with academic physicians. There
are no data to support this theory. Qualification for a
leadership position is certainly more important than simply
being diverse. However, again we do not have a scale to
judge qualification nor do we have any data to suggest that
white male academics in the MWVSS, who make up a
disproportionate share of senior leadership positions for
example, are more qualified than the other member groups.
What is interesting is that minorities tend to believe thatthey must be more qualified than others to move higher in
health care management positions.29 In the survey by Weil,
almost all whites disagreed with the notion that minority
executives had to be more qualified than others to get pro-
moted. However, among minority men, 66% of
African-Americans, 35% of Hispanics and 33% of Asians felt
that they needed to be better qualified than whites to move up
the ladder.29 In women posed the same question, the re-
sponses were even more striking.30
Finally, other than the issue of fairness, why should
professional organizations such as the MWVSS alter
course? A possible answer is: self-preservation. The compe-
tition for dues paying members between many professional
societies will become more intense with a faltering econ-
omy. High overheads and declining reimbursement will
force members to cut back on dues and travel to meetings.
If a large segment of members do not feel adequately
represented or see a value in membership, how does the
society grow?
Solutions.
1. We have already commented on adapting work hours by
job sharing to encourage more women into vascular
surgery and membership of the regional vascular societ-
ies. Part-time physicians pay for themselves by having
higher productivity than full-time physicians.29
2. Efforts similar to neurosurgery and orthopedics to re-
cruit more ethnic/racial minorities should be coordi-
nated with the Society for Vascular Surgery.
3. Increased representation for PP toward a goal of increas-
ing membership and increasing annual meeting atten-
dance for PP members by discussing economic issues
leading to more funds available for political action com-
mittees and branding efforts.
4. Open and transparent process for leadership positions.
Nominations should be solicited for vacant positions
prior to the annual meetings. Article 2 (section 2) of the
bylaws should be changed to allow the President to
include two at-large elected members from the general
body in addition to the three council members.5
5. Consider formation of an ad-hoc “Advisory Board”
made up of diverse groups within the membership to
advise Council on issues related to private practice and
ways to increase diversity in membership and leadership
of the society.
6. Survey members on other changes on governance and
fair representation at all levels of the organization.
7. Initiate a reward system for referring ethnically diverse
members to the society.
8. Start a mentoring program for ethnic minorities and
women to increase membership.
We have demonstrated that ethnic/racial minorities and
women are not proportionately represented in the MWVSS
compared with the population we serve. Our study also
points to a homogenous leadership profile of the society
over the past 30 years. These data represent an opportunity
for vascular surgery at the grassroots level to take notice and
make appropriate alterations in recruitment of new mem-
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tation in senior leadership positions. If the findings of the
Institute of Medicine and others that proportional repre-
sentation in health care leadership promotes cultural com-
petence and improves health care is valid, our specialty is
obligated to change course and identify ways to promote a
more diverse membership and representative senior leader-
ship.
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